Objective: Hispanic youth in the general community experience traumatic events and display symptoms of psychological distress more frequently than do Caucasian youth. However, little is known about how traumatic experiences in this ethnic minority population relate to psychopathology in clinical samples and whether these outcomes vary by gender and are impacted by family functioning. We hypothesized that traumatic stress reactions, including posttraumatic stress disorder (PTSD) and internalizing and externalizing symptoms, would vary by gender and by family functioning in a clinical sample of Hispanic youth. Method: The current study utilized baseline data from a randomized clinical trial (RCT) involving 200 Hispanic adolescents (122 boys and 78 girls) referred to treatment for experiencing clinical symptoms of 1 or more behavioral disorders and conflictual family relations. The rate of traumatic events, differences in outcomes depending on trauma exposure, and the effects gender, family functioning, and trauma on psychopathology and PTSD symptoms were examined. Results: Analyses revealed that 61% of Hispanic youth in this clinical sample experienced at least 1 traumatic event. Although only 12% of the sample reported PTSD scores in the clinical range, girls reported higher PTSD scores than did boys. Poor family cohesion was particularly detrimental to girls compared with boys and related to internalizing and PTSD symptoms. High family conflict predicted PTSD symptoms in boys but not in girls. Conclusions: These findings have clinical implications for working with Hispanic populations, suggesting that culturally sensitive interventions should incorporate family-based interventions for individuals who experience trauma to strengthen family bonds and decrease family conflict.
Hispanic youth experience higher rates of victimization across income levels compared with Caucasian youth, which may negatively affect their mental health (Crouch, Hanson, Saunders, Kilpatrick, & Resnick, 2000) . The National Survey of Adolescents, which included a nationally representative sample of youth between the ages of 12 to 17 years of age found that 20.7% of Hispanic youth in the sample had experienced physical assault (compared with 15.5% of Caucasian adolescents) and 9.9% had experienced unwanted sexual assault (compared with 6.7% of Caucasian adolescents; Crouch et al., 2000) . Furthermore, among immigrant Hispanic youth there may also be trauma related to violence in the country of origin or to the actual immigration process (Cervantes, Goldbach, Varela, & Santisteban, 2014; Fortuna, Porche, & Alegria, 2008) . For example, in a convenience sample of recent immigrant youth in public schools in Los Angeles, 76% reported exposure to violence in their countries of origin (Jaycox et al., 2002) . In addition to traumatic experiences in which youth are victimized, an astounding number of children (about 66 million) are affected each year by natural disasters (La Greca, Lai, Joormann, Auslander, & Short, 2013) . However, there is scarcity of data examining the relationship between exposure to a traumatic experience and poor psychological adjustment in Hispanic youth, who represent the fastest growing segment of the U.S. population and show alarming profiles of exposure to traumatic events. Tackett, Williams, & Finkelhor, 1993; Kilpatrick et al., 2003) . These reactions can occur as a single disorder or as comorbid conditions, and having coexisting psychiatric disorders has been shown to increase the chances of developing PTSD after experiencing trauma (Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012) . Youth suffering from PTSD may develop intrusive recollections of the trauma; avoidance of any thoughts, memories, or feelings associated with the traumatic event; and heightened sensitivity to any potential threat (American Psychiatric Association, 2013) . The rate of PTSD in Hispanic youth in a national representative sample of 4,023 adolescents was 11.6% compared with 7.3% for Caucasian counterparts . Another study using the same database to examine predictors of PTSD indicated that Hispanic youth were two times more likely than Caucasian youth to develop PTSD after experiencing trauma (Hanson et al., 2008) . In addition, the prevalence rate of delinquent behaviors for youth who had experienced trauma in this sample was 16.8% for Hispanic youth compared with 9.9% for Caucasian youth . In another large telephone survey study in California of 3,196 youth ages 12-17, 10.5% of Hispanic youth who had experienced trauma reported symptoms of depression compared with 5.5% of Caucasian youth (Mikolajczyk, Bredehorst, Khelaifat, Maier, & Maxwell, 2007) . Studies examining response to natural disasters, in particular exposure to hurricanes, have found that Hispanic children report more PTSD symptoms and depressive symptoms than do Caucasian children (LaGreca et al., 2013; LaGreca, Silverman, Vernberg, & Prinstein, 1996) . These studies suggest that Hispanic youth are at a greater risk of developing psychopathologies after exposure to trauma compared with Caucasian youth.
To date, there is no theoretical model that explains the reasons Hispanic youths are at increased risk for detrimental outcomes after exposure to trauma. The scant literature suggests that individual factors such as gender; emotional and cognitive reactions to the trauma (e.g., dissociation, feelings of shame); family factors, such as family conflict and stress; and cultural factors, including low utilization rates of mental health resources, may be associated with poor mental health outcomes following trauma in Hispanic youth (Bridges, de Arellano, Rheingold, Kmett Danielson, & Silcott, 2010; Haller & Chassin, 2012; Vásquez et al., 2012) . This article will focus on individual factors, in particular gender of the child, as well as family factors and how they contribute to mental health outcomes in the context of trauma exposure in a clinical sample of Hispanic youth.
Gender and Trauma
Gender has been found to be an individual factor that may be associated with exposure to specific traumatic experiences, as well as with differential psychiatric outcomes as a result of the trauma (Breslau & Anthony, 2007; Breslau et al., 1998; Breslau, Peterson, Poisson, Schultz, & Lucia, 2004; Cicchetti & Lynch, 1993; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Springer & Padgett, 2000; Stein & Gelberg, 1997) . Whereas boys are more often exposed to violence than girls, girls are more often victims of sexual assault than boys (Hanson et al., 2008) . When exposed to trauma, girls may be more likely to report internalizing symptoms (e.g., depression and anxiety), whereas boys may be more likely to display externalizing symptoms (e.g., aggression and conduct problems; Buckner, Beardslee, & Bassuk, 2004; Foster, Kuperminc, & Price, 2004) . When examining psychiatric diagnoses, an early study found that female participants of any age were approximately five times more likely to develop PTSD after experiencing trauma than were their male counterparts (Horowitz, Weine, & Jekel, 1995) . In the National Survey of Adolescents, girls were 2.5 times more likely than boys to be diagnosed with comorbid PTSD and major depressive disorder (MDD), and boys were twice as likely as girls to be diagnosed with substance abuse or dependence (Kilpatrick et al., 2003) . It is also critically important to include gender when extending trauma-related research to Hispanic populations because there is evidence of more traditional gender role values in Hispanic families and that females may be more negatively impacted by the loss of family support when the role expectations are not met (Zayas, Cabassa, Lester, & Fortuna, 2005) , as may be the case if externalizing symptoms emerge after trauma exposure. The research to date has not examined the role of gender with Hispanic ethnic minority populations, and this literature can benefit from more investigation on the relationship between trauma, gender, and psychiatric outcomes in this population.
Family Functioning and Trauma
Recent literature highlights the importance of family relationships in the healing process following exposure to trauma (Godwin, Foster, & Keefe, 2013) . Family factors have been found to significantly predict posttraumatic growth in individuals exposed to natural disasters (Augustine, 2014) ; however, not all families are able to strengthen their ties in the face of such significant adversity. In a study examining families affected by a natural disaster, exposure to this traumatic experience was found to negatively affect family functioning (McFarlane, 1987) . In addition, family functioning has been associated with poor child outcomes in youth exposed to traumatic experiences. In a study examining family functioning with 100 children who were victims of sexual abuse, lower family cohesion, which refers to the degree of commitment and support among family members (Moos & Moos, 1994) , predicted higher symptoms of anxiety, depression, posttraumatic symptoms, and dissociation in the child. Family conflict, referring to level of disagreement between family members (Moos & Moos, 1994) , on the other hand, predicted anger in these children (Bal, De Bourdeaudhuji, Crombez, & Van Oost, 2004) . Similar results were found in a sample of 145 maltreated youth. Specifically, less family cohesion predicted depression, dissociation, and intrusive cognitions related to the trauma (Kaur & Kearney, 2013) . Finally, a meta-analysis of risk and protective factors related to PTSD development in children yielded seven studies that reported family functioning as a predictor of PTSD symptoms. In this analysis, a medium-to-large effect size was found, suggesting a strong relationship between posttrauma family functioning and PTSD symptoms (Trickey et al., 2012) . Thus, poor family functioning is related to more symptoms of psychopathology and family functioning seems to decline after a traumatic event.
In contrast, familism, family cohesion, and family support have all emerged as critically important protective factors in the research examining internalizing and externalizing symptoms in Hispanic youth (Formoso, Gonzales, & Aiken, 2000; LorenzoBlanco, Unger, Baezconde-Garbanati, Ritt-Olson, & Soto, 2012) . This literature provides evidence for the importance of family This document is copyrighted by the American Psychological Association or one of its allied publishers.
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functioning in relation to symptomatology in Hispanic youth. However, there is dearth of information on the relationship between family functioning, trauma experience, and psychopathology in this population. In addition, family functioning has not been examined in relation to gender of the child in the literature on trauma. Increasingly, research suggests that males and females respond differently to family processes, with females placing more importance on interpersonal connections and closeness than males (Campos, Ullman, Aguilera, & Dunkel Schetter, 2014) . Furthermore, because of gender role expectations in Hispanic families, adolescent females report greater responsibilities at home, fewer freedoms to socialize outside of the home, and greater supervision than males (TaylorUmana & Updegraff, 2013) . This clashes with U.S. culture and can disrupt family processes. Thus, family and gender interactions can impact adolescents' internalizing and externalizing behaviors (Gavazzi, Lim, Yarcheck, Bostic, & Scheer, 2008) . Given this growing literature, the effects of trauma and how it may impact family functioning differentially depending on the gender of the child will be examined for Hispanic youth.
Purpose of the Current Study
The current study used a sample of Hispanic youth referred to treatment to investigate the relationship between traumatic events, psychiatric symptoms, gender, and family functioning. The results should advance our understanding of the processes that affect how Hispanic youth respond to traumatic events and inform counselors who can impact these processes (e.g., family functioning) when working with this population. Because the youth in this study were referred to treatment for experiencing clinical symptoms of one or more disorders, this research examined the rate of exposure to trauma in this population and whether trauma was related to increased severity of PTSD, externalizing, or internalizing symptoms, and family functioning. Consistent with the literature, we expected to find that Hispanic children who had experienced trauma would report more psychiatric symptoms, and poorer family functioning, including poor family cohesion and high conflict, compared with those who had not experienced trauma. We also expected that psychiatric outcomes for those who experienced trauma would vary according to gender, with girls reporting more internalizing symptoms and boys reporting more externalizing symptoms and that girls would also report more symptoms of PTSD than boys. Finally, based on the literature that suggests that adaptive family functioning can have a protective effect and that females may be more impacted by family functioning than boys, we investigated the independent effects of gender and family functioning and gender by family functioning interaction effects when predicting both psychiatric symptoms and PTSD symptoms specifically.
Method Participants
Two hundred 11-to 14-year-old Hispanic adolescents with comorbid psychiatric conditions participated in a randomized clinical trial (RCT) examining the efficacy of a culturally informed intervention for Hispanic youth compared with community treatment as usual. The total sample consisted of 122 boys and 78 girls. The mean age of the sample was 12.5 years old (SD ϭ 1.05). The majority of the youth participants in the sample preferred to speak English (69.5%) at home, with 19.5% using both languages, and 11.0% using Spanish. The majority of the youth in the sample were born in the United States (64.5%), and the remaining foreign-born youth (35.5%) had resided in this country for an average of 10.2 years (SD ϭ 4.10). Foreign-born participants consisted of 11% Cuban, 11.5% from countries in Central America, 9.5% from countries in South America, 2.5% from Puerto Rico and the Dominican Republic, and 1% from another unspecified nationality. With regards to income, 49.7% of the sample reported a yearly income below $24,000, with 45% in the range between $24,000 and $60,000, and 5.2% above $60,000.
Measures
All measures were available in English and Spanish to ensure that primarily Spanish-speaking adolescents or parents were not excluded. Study assessors were fully bilingual. In addition, although data was available from parents and youth for some of the measures, to stay true to the experiences of the adolescent, we used youths' self-reports in this study.
Demographics. A questionnaire was administered to participants to collect demographic information such as age, gender, race and ethnicity, family composition, income, education, and country of origin, migration history including parent-child separations, primary language, and years of residence in the United States.
Posttraumatic stress symptoms. Traumatic experiences were assessed by asking participants to note the occurrence of any of the following eight events: natural disaster (i.e., hurricane, tornado or earthquake), fire or explosion, accident, physical assault or abuse, assault with a weapon, unwanted sexual experience, combat or exposure to war, and an illness that could cause death. For each trauma occurrence, participants responded to questions about the location where the trauma occurred (i.e., country of origin, in the United States, or while immigrating) and the age of the child at the time of the trauma. After answering these questions, participants who endorsed a traumatic experience were administered the Child Posttraumatic Symptom Scale (CPSS; Foa, Johnson, Feeny, & Treadwell, 2001 ). The CPSS was used to assess symptoms of PTSD in the past month related to the traumatic event that was most stressful to the participant. This measure includes 17 symptom items that correspond to each of the three Diagnostic and Statistical Manual of Mental Disorders (4th ed., text revision; DSM-IV-TR) PTSD symptom clusters: reexperiencing, avoidance, and hyperarousal. Each of the 17 items is rated on a scale from 0 to 3; thus, the total score ranges from 0 to 51. This measure is appropriate for children ages 8 -18 years and provides a total score as well as a score for each of three symptom subscales. The clinical cut-off score for PTSD is 16 (Nixon et al., 2013) . The CPSS has shown good convergent and discriminant validity, high internal consistency (Cronbach's alpha ϭ .70 -0.89) and moderate testretest reliability of PTSD symptoms (Foa et al., 2001) . In an immigrant, mostly Hispanic population, internal consistency of the CPSS was high (␣ ϭ .89; Jaycox et al., 2002) . In this clinical sample, the Cronbach's alpha was even higher, at 0.92.
Psychiatric symptoms. The Youth Self-Report (YSR; Achenbach, 1991) was used to assess for the youth's problem behaviors. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Problem behaviors were scored along the dimensions of the superordinate domains of "internalizing" and "externalizing" behaviors. More specific syndromes of behavior problems (e.g., delinquent behavior, aggressive behavior, anxious/depressed) were also available. The two syndromes that comprise the externalizing dimension, delinquent behavior and aggressive behavior were used as indicators of behavior problems, whereas the anxious/depressed dimension was used as an indicator of internalizing problems.
Internal consistency reliabilities of each of the subscales ranged from .73 to .90. Family functioning. The Family Environment Scale (FES) was used to measure family cohesion and conflict in the families (Moos & Moos, 1994) . The Cohesion Scale measured the extent to which the adolescent views the family as harmonious and close. The Conflict Scale measured the extent to which the adolescent views the family as characterized by frequent disagreements. These two constructs have been found to be among the strongest family based correlates of adolescent problem behavior (Dishion, Capaldi, & Yoerger, 1999; Loeber, Burke, Lahey, Winters, & Zera, 2000) . Internal consistencies based on data from a normative sample for the Cohesion and Conflict Scales were .78 and .75, respectively. Internal consistency reliability coefficients for the two subscales in this sample were.75 and .76.
Procedure
Baseline data from the RCT was used to examine the prevalence of trauma experiences and their relationship to the outcomes of interest. To be eligible to participate in the clinical trial, participants had to meet criteria for two or more disorders (including conduct disorder, attention-deficit/hyperactivity disorder, and any depressive disorder) OR one of the previously mentioned disorders and family conflict. Participants completed diagnostic interview and self-report measures using an interview format, in which the assessor directly entered responses into a web based data collection program. This study uses only the data reported by youth during the baseline assessment while the larger study also collected data at the end of treatment, and at two follow-up assessments. Psychiatric diagnoses were evaluated using the Diagnostic Interview Schedule for Children-Predictive Scales (DISC-P; Lucas et al., 2001) ; whereas, family conflict was operationalized by any family member receiving a score of 5 or above on the FES (Moos & Moos, 1994) . Participants were referred by school counselors, community treatment agencies, and civil citation programs. Information about the study design and procedures related to the treatment conditions can be found in an unpublished study by Santisteban and colleagues (2015) . The study and all study procedures were approved by the university's institutional review board.
Statistical Analysis
Data analysis for the current study was conducted in SPSS. Analyses were performed in three phases, first descriptive statistical analyses were conducted to understand the characteristics of this clinical sample. Means and SDs for all study variables were computed and summarized in Table 1 . In addition, frequency analyses were performed to examine the rate of each type of traumatic experience and its location, as well as the mean age and standard deviation for when each type of trauma first occurred.
Chi-square tests were performed to examine gender differences in trauma exposure. Next, analyses focused on understanding the effects of trauma exposure on psychiatric sequelae. First, twotailed t tests examined differences in psychiatric symptoms between youth exposed to trauma and those who were not. Second, two hierarchical regression analyses were conducted to examine the relationship of trauma exposure, gender, family cohesion and family conflict on internalizing and externalizing symptoms in Hispanic youth. Preliminary correlational analyses revealed no evidence of multicollinearity (defined as a .90 correlation or greater) among the predictor variables (Tabachnick & Fidell, 2001 ). Finally, PTSD scores and subscales scores were computed for the subsample who experienced trauma. Analyses in this phase of the study addressed this subgroup and investigated gender differences in PTSD scores utilizing two-tailed t tests for independent samples, as well as hierarchical regression analyses to examine the relationship between gender and family functioning on PTSD symptoms.
Results

Rate of Exposure to Traumatic Experiences
The prevalence rates of different types of trauma exposure in this clinical sample are summarized in Table 2 . A total of 158 Hispanic youth (79%) reported experiencing a traumatic event in this clinical sample. A high proportion of the sample, 61% (n ϭ 122) had been exposed to natural disasters, in their country of origin or in the United States. Most of the traumatic experiences the youth reported occurred in the United States. Almost a quarter of the sample, (21%) had experienced a traumatic accident in a boat or a car. The proportion of youth who had experienced physical abuse was high in this sample, at 18%. The mean age in which youth typically experienced the different types of traumatic events is also included in Table 2 , with the mean age for each traumatic event typically occurring in the preteenage years (8.5 -11 years old). Chi-square tests examining gender differences in 
Effect of Trauma Exposure, Family Functioning, and Gender on Psychiatric Symptoms
Using the entire sample, the effects of trauma exposure was examined using t tests of independent samples comparing youth who had experienced trauma versus youth who did not. In general, youth who experienced trauma endorsed more social problems, t (198) Two hierarchical regression analyses were conducted to examine the effects of trauma exposure, gender, family cohesion and family conflict, and the relationships of these variables on internalizing and externalizing symptoms. The following predictors were entered in this order into the regression equations: (a) age, gender, (b) experience of trauma, (c) family cohesion and family conflict, (d) interaction between family cohesion and trauma, family conflict and trauma, gender and family cohesion, gender and family conflict, and gender and trauma, and (e) interactions between trauma, gender, and family functioning (i.e., family conflict and family cohesion). Continuous variables were centered. Table 3 contains the summary of findings for these regression analyses.
In the regression examining externalizing symptoms, gender (␤ ϭ .21, p Ͻ .01), with girls experiencing more externalizing symptoms compared with boys, trauma exposure (␤ ϭ .22, p Ͻ .001), and poor family cohesion (␤ ϭ Ϫ.28, p Ͻ .001) predicted these symptoms. However, no gender by trauma or gender by family functioning interaction was predictive of externalizing symptoms. The predictors in the regression were responsible for 26.5% of the variance in externalizing symptoms.
In the regression examining internalizing symptoms, gender (␤ ϭ .28, p Ͻ .001) and poor family cohesion (␤ ϭ Ϫ.39, p Ͻ .001) were predictive of these symptoms, with girls experiencing more internalizing symptoms compared with boys. These symptoms are better explained by the significant gender by family cohesion interaction (␤ ϭ Ϫ.23, p Ͻ .05), which is depicted in Step 4 T ϫ Con Ϫ.04
Step 1 Age .03 Gender .23
‫ءء‬
Step 2 Conflict .04 Cohesion Ϫ.06
Step 3 G ϫ Con Ϫ.35
Note. YSR ϭ Youth Self-Report; T ϭ trauma; Coh ϭ cohesion; Con ϭ conflict; G ϭ gender.
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This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Figure 1 . Specifically, at high levels of family cohesion there are no gender differences on symptoms of depression and anxiety. However, at low levels of family cohesion, girls report more symptoms of anxiety and depression compared with boys. Trauma did not independently predict internalizing symptoms (␤ ϭ .10, ns) or interact with other variables. The model was responsible for 29% of the overall variance in internalizing symptoms.
PTSD Symptoms in Those Exposed to Trauma
PTSD scores were available for the subsample of participants who experienced trauma. Participants' mean PTSD total score was 7.78 in the current sample, which is low and not considered in the clinical range. Overall, 12% of participants who experienced trauma in this sample met the clinical cut-off for PTSD. The mean score for reexperiencing symptoms was 2.72, with the mean score for avoidance symptoms being 2.79, and for arousal symptoms, 2.06. Using independent sample t tests, we examined gender differences in mean scores for PTSD total and subscale scores. Girls reported significantly higher PTSD scores than boys for total score, t(124) ϭ Ϫ2.536, p ϭ .013 and all three subscales: reexperiencing, t(127) ϭ Ϫ2.95, p ϭ .004, avoidance, t(124) ϭ Ϫ1.99, p ϭ .049, and hyperarousal, t(127) ϭ Ϫ2.39, p ϭ .019.
A hierarchical regression analysis was conducted to examine the main effects of gender, family functioning, and the interaction effects of gender and family functioning, on PTSD symptoms. The following predictors were entered in this order into the regression: (a) age, gender; (b) family cohesion and family conflict; and (c) interaction between gender and family cohesion, as well as gender and family conflict. Continuous variables were centered. Table 3 contains the summary of findings. As expected, girls were more likely to report symptoms of PTSD than boys (␤ ϭ .23, p Ͻ .01), the main effects of conflict and cohesion were not significant, but the interaction between gender and family conflict (␤ ϭ Ϫ.35, p Ͻ .01) and between gender and family cohesion (␤ ϭ Ϫ.29, p Ͻ .05) were significant predictors of PTSD symptoms. The model accounts for 12.5% of PTSD symptomology. Figure 2 depicts these relationships in two separate graphs. For cohesion, boys and girls did not differ on PTSD score for high levels of cohesion; however, girls with low levels of family cohesion reported higher PTSD symptoms. For conflict, boys with higher levels of conflict reported higher scores on PTSD, whereas girls' scores on PTSD were unaffected by family conflict.
Discussion
This study examined the rate of traumatic experiences and associated psychiatric symptomatology, and investigated the possible interactions between gender and family functioning variables in predicting symptoms in a Hispanic clinical sample. Given the scarcity of data examining trauma, PTSD, and the possible role of gender and family variables in this ethnic minority group that reports high rates of psychiatric disorders, these results can be useful to researchers and service providers working with this population.
Similar to findings from community samples examining Hispanic populations, this study with a clinical sample yielded a high rate of exposure to traumatic experiences for Hispanic youth, with the most prevalent being natural disasters. Given the location of the study, it is likely that a substantial number of youth experienced a hurricane or tropical storm early in their lives. The youth resided in the United States for an average of 10 years; thus, the majority experienced the traumatic event in this country. Had we included older adolescents who spent more time in their country of This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
origin, our profile may have been different. The rate of physical abuse in this relatively small clinical sample is comparable to the rate reported in national representative samples for this population . Although not covered in these data, we would expect that the recent surge of undocumented immigrant youth crossing the border from Central America into the United States would lead to an increase in traumatic events experienced by Hispanic youth as a result of the migration (Krogstad, Gonzalez-Barrera, & Lopez, 2014) or occurring prior to migration in the country of origin (Jaycox et al., 2002) .
Our findings related to exposure to trauma suggest that in clinical settings that provide treatment to Hispanic youngsters with behavior problems, it is likely that exposure to traumatic events are significant contributors to the severity of the adolescents' behavior problems. The finding that those adolescents with exposure to a traumatic event had significantly more externalizing symptoms (e.g., aggressive, social, attention problems and unlawful behavior) highlights the importance of identifying and addressing these experiences in treatment. A surprising finding is that exposure to trauma was not associated with internalizing symptoms in this This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
clinical sample. To understand this better and rule out the explanation that this finding could be because of referral bias (i.e., referral sources referring more kids with externalizing symptoms to the program), a post hoc regression analysis examining number of traumatic experiences revealed that this variable (␤ ϭ .15, p Ͻ .05) predicted more internalizing symptoms in this sample, but it did not interact with any other variable of interest. This finding suggests that experiencing more traumatic experiences is associated with symptoms of depression and anxiety in Hispanic youth and replicates findings documented in community samples for this population (LaGreca et al., 2013; Mikolajczyk et al., 2007) . In this work, it is also important to be aware that being female and having poor family functioning may further contribute to the severity of symptoms. More specifically, it is notable that while there are no gender differences in families with high cohesion, females in low cohesion families reported more symptoms of anxiety and depression. These findings are consistent with literature pointing to the negative effects of poor family cohesion on symptoms of depression (Bal et al., 2004; Kaur & Kearney, 2013) . Furthermore, in the subgroup of adolescents exposed to traumatic events, we found that females are likely to report more PTSD symptoms and to experience unwanted sexual experiences than males. These findings suggest that boys and girls may be exposed to different types of traumatic experiences and/or react differently to them (Breslau & Anthony, 2007; Foster et al., 2004; Hanson et al., 2008) .
The finding that trauma-related symptoms will often occur in the context of families with low cohesion and/or high conflict has important clinical implications. Females reported more symptoms of PTSD in low cohesion families while males reported more symptoms in high conflict families. These findings seem to be consistent with literature indicating that males and females respond differently to family processes (Gavazzi et al., 2008) . In Hispanic families in particular, girls may be more susceptible to lack of support or emotional connectedness in their families (Lorenzo-Blanco et al., 2012) ; thus clinicians should assist families with repairing family ruptures and increasing family support in treatment with Hispanic girls. On the other hand, with Hispanic boys, improved family functioning addressing in particular the families' conflict resolution skills in treatment may be more appropriate to impact the boys' symptoms, and PTSD symptoms in particular.
The findings of this study should be interpreted in consideration of several limitations. Given the cross-sectional nature of this sample, potential causal relationships in the variables examined in this study cannot be assumed. For example, poor family functioning (e.g., conflict or cohesion) may not lead to adolescents behavioral problems because in many cases the reverse may be true. Longitudinal analyses in future studies could elucidate the complex relationships that exist among these variables. In addition, this study examined gender differences in exposure and response to trauma. The differences in the sample size of girls compared with boys may have affected the findings. In particular, future studies can examine the relationship between family functioning, trauma exposure and gender on internalizing symptoms using a larger sample of female participants. The analyses of symptom presentation and their relationship to trauma were limited to broad categories of internalizing and externalizing symptoms examined in this clinical study. Therefore, future research should conduct a full evaluation of psychiatric diagnoses in a clinical sample of Hispanic youth to include other outcome variables and psychiatric diagnoses. Finally, an interesting research question that our data cannot answer but that is a logical next step in research is whether improving the family relational context of the adolescent can help them recover more completely from the traumatic events and their behavioral and emotional sequelae.
In general, the findings of this study suggest that a high proportion of Hispanic youth referred for treatment for behavioral and psychiatric symptoms may have experienced trauma, which is associated with greater clinical severity. Assessment and treatment should identify these traumatic experiences, determine how they may be experienced differently by males and females, and how the family context and relationships may be hindering or assisting with the recovery process. Our results suggest that important treatment targets include increasing cohesion in girls' family relationships and assisting boys' family to effectively resolve conflict.
